Prologue
As a teenager, I had a psychotic breakdown and was involuntarily detained under the UK 1983 Mental Health Act. Much later, now recovered and working as a clinical psychologist in the UK National Health Service (NHS), I came across my notes on the online patient database system. Recovering the notes eventually led to beginning a PhD, whereby the clinical notes where used as part of an autoethnographic methodology. What follows is a narrative in short story format whereby my experiences of finding the notes and starting the PhD is juxtaposed alongside the description of the breakdown, from the perspective of both service user and the medical team (as represented by the medical notes).
The research involves experimentation with voice, sources and perspective, alongside the use of a non-linear narrative structure and poetry. These devices are deliberate strategies of disorientating the reader, based on a recognition that narratives of madness often cohere to conventional narrative formats (Wood, 2011a) and so result, in Stone's (2004) words, in "a disjunction between the content to be narrated and the possibilities inhering in conventional narrative forms" (p. 18). The narrative is organised into short sections according to three main perspectives: the At the end of the account, the second person voice breaks in poetry, the structure of which reflects the experience of dissolution, echoing to some degree Woods' (2011a) and Stone's (2004) points around the need for narrative form to better reflect the dissonant experience of madness. The piece concludes with an epilogue discussing the methodology and its controversies in more depth.
As a final note, all identifying information such as person and place names have been altered to maintain confidentiality.
Madhouse and the Whole Thing There
It is this deep blankness is the real thing strange.
The more things happen to you the more you can't Tell or remember even what they were.
The contradictions cover such a range.
The talk would talk and go so far aslant. exchange pleasantries with the few team members in this early ("another day, another dollar" intones the nursing assistant); turn on the computer; go to the kitchen to make a coffee; check emails (not so bad, but it is still 8am); open the patient data system; swipe my card in the card reader; pick up the to-do list.
First action: respond to the care co-coordinator's query from yesterday evening ("Simon, could you maybe see this really nice guy for therapy? I think he could really do with a chat"). I search for the client on the system. It barely even registers that the client has a vaguely similar name to mine.
Until, emblazoned on the screen, somewhere near the bottom of the returned searches my name, address and date of birth.
I stare at the screen for a few seconds in wry disbelief. I have been taken back for a moment. *** You are waiting for your first ward round. Throughout the week the other patients in the day hospital have told you stories about this Dr Clint. They say he enjoys winding patients up. They tell you that the ward round is a ritual in humiliation. They also tell you stories of being raped and physically abused in the inpatient ward. All you can think about is the significance of Dr Clint's name and how this also fits together somehow. This is how it will happen, you think. Everything is building to this. Either quantitative or qualitative -it doesn't matter, the process is the same. There is something that you 'find' that is 'real' which is more 'real' than what you as a 'subject' might 'experience'. But the more you abstract from the experience, the less real it becomes. Psychology has many layers of this abstraction from the subject of experience -to responses from a questionnaire, to data in a data set, to results from a statistical inquiry. Or themes from an interview -also taken from experience, by a researcher, with their preconceptions and bias, filtered, extrapolated and ultimately fitted into a format consumable for an institutional process, that is often a million miles away from the original experience. Frank (2005) mentions this when he talks about the dangers of chopping up stories into data.
He smiles, and then laughs. So it's a question of authenticity then?
I guess so. That's fair enough, he says. This is one of our first supervision sessions since I changed supervisors. He is a mental health nurse by background and not a psychologist. He likes creative approaches to these issues.
But how do I get this across? I press. How do I communicate that going mad is often not some extension of normal human processes, like Bentall (2003) and others argue, but is a radical movement into a different way of being, like Laing The failure of such a self is its inability to acknowledge that we are inescapably and unutterably social, to our very core. Our experience is not our own. And yet… it is a wry irony, and a deep paradox, that, ultimately, the 'buck stops here': one person with a pen and a pad, trying to make sense of all of this complexity.
But I don't think about that too much just yet. I put pen to pad. I begin to write.
You are waiting for your first ward round…

END
Epilogue
Autoethnography is a narrative methodology where the experiences of the researcher are use as the primary source of 'data'. I say 'data' but even this term is disputed amongst narrative researchers who argue, with Frank (2005) , that quantitative researchers' usage of such terms implies "that the true value of the final report lies in the process of refining, finishing, and, one could even say, civilizing this raw material" (p. 90) rather than the lived experience itself, presented in its entirety (Woods, 2011b) . Autoethnography arose out of the so-called 'narrative turn' or 'crisis of representation' where the assumptions and practices of the human and social sciences came under a sustained period of questioning (Wall, 2016) . In the world of mental health research, autoethnographies from people with 'lived experience' of psychological distress became tied to emancipatory political movements such as the survivor/service user movement (Rose, 2017) . In doing so, they attempted to give 'voice' to previously marginalised discourses against the appropriation of the experience of mental health survivors and service users in narrative research (Russo, 2016a) .
As a research method, autoethnography remains controversial. Paul Atkinson (2009) argues that the voices of narrative are, "too often treated as sources of authenticity, grounded in the biographical particularities of speaking subjects" (2.11), whilst also lamenting autoethnographers' 'lack of nerve' in textual experimentation with social research (Atkinson, 2013) . In the field of mental health, some writers caution against the dangers of 'disability tourism' in first-person perspective research (Costa et al., 2012) . Others comment on the apparent contradiction between the use of terms such as 'lived experience' on the one hand, and the valorisation of poststructuralist theory on the other, which, to a lesser or greater extent, eschews the validity of those very same terms (Rose, 2017) . In other words, emphasising 'lived experience' in a strategic way, whilst superficially attractive, can lead to an assumption of homogeneity in a field marked by complexity and difference (Voranka, 2016) . Finally, other critiques, echoing Atkinson (2009) , argue that first person approaches such as autoethnography continue to present a socially atomised and non-collectivised self that can frustrate effective political engagement (Rose, 2016) .
This article depicted my attempt to respond to these critiques, whilst still maintaining a commitment to the use of first-person perspective research which, I
believe, is an important form for communicating mad experiences. To this end, I
employed a short-story format with three parallel narratives to portray the experience of madness from two perspectives (the clinicians and service user) and the process of developing these experiences into an autoethnography. In doing so, I was presenting a dialogical form of research that highlighted the socially-situated and unfinished nature of the self (Frank, 2005) . The juxtaposition of medical team and service user perspectives served to highlight the contrast between personal and clinical accounts, thus highlighting important areas of difference in how mental health is treated (Voronka, 2016) . By emphasising the second person voice in the service user perspective I was highlighting my commitment to the process of dialogue with the reader (see Russo, 2016b) .
Ultimately, any attempt to represent the experience of extreme psychological distress is a difficult one in which there are no easy answers (Rose, 2017) . The depiction of extremely distressing experiences need not, I believe, become a form of 'mental health porn' but can be a deliberate attempt to present an unfinished narrative "excessive and leaky but based in lack and ruin rather than plenitude" (Lather, 2009, p. 22) . In other words, the authenticity is in the recognition that we can never really tell our own stories effectively, but yet, somehow, we are still disposed to try. Or, as Samuel Beckett (1983) 
